Common causes of chronic upper gastrointestinal bleeding include oesophageal varices, gastroduodenal ulcers and malignancy, and patients mostly present with iron deficiency type anaemia. We present the case of a 60-year-old lady who presented with iron deficiency anaemia and on investigation was found to have a large duodenal polyp requiring surgical excision. On histological examination, the polyp was revealed to be a lipoma. We review the recent literature and formulate a management plan for this rare entity.
A 60-year-old lady presented to her general practitioner with symptoms of fatigue, tiredness and generally being unwell. Upon investigation, she was found to have iron deficiency anaemia (haemoglobin 6.5 g/dl). She did not report any haematemesis or melaena, weight loss, abdominal pain or vomiting and had no significant family history or risk factors for gastrointestinal pathologies. Following blood transfusion, she underwent endoscopy and was found to have a large polyp in the first part of the duodenum (D1). The polyp had a broad base of more than 1 cm in the proximal D1 and extended just proximal to the ampulla, involving the superior 180 degrees of the duodenal wall ( fig. 1) . Multiple biopsies demonstrated duodenal mucosa with moderate chronic inflammation and foci of gastric epithelium. CT scan confirmed a solitary 6 × 3 cm duodenal polyp with duodenal intussusception ( fig. 2) . A repeat upper gastrointestinal endoscopy, again with multiple biopsies (small intestinal type mucosa with villi lined by mildly dysplastic epithelium) of this solitary polyp did not shed any further light on the subject.
The lesion was further assessed by endoscopic ultrasound (EUS) which excluded any invasive component and suggested possible duodenal lipoma based on ultrasound characteristics. Endoscopic mucosal resection was not considered feasible due to the size of the lesion, as well as the large base with which it was attached to the first part of the duodenum. Hence a transduodenal resection of the polyp in the submucosal plane was performed, with a sleeve of surrounding mucosa to excise all grossly abnormal mucosa. The patient made an uncomplicated recovery from surgery and was discharged home on the sixth postoperative day. The macroscopic appearance of the lesion is shown in figure 3 . Final histopathological examination revealed the lesion to be a submucosal lipoma with overlying mucosal prolapse and reactive/regenerative atypia.
An online search in PubMed for 'duodenal lipomas' generated 174 articles, of which 26 were specific for duodenal lipomas and in English. Of these 26 articles, 9 case reports were identified to have been published in the last 10 years. The main features of these case reports are summarised in table 1. The age of the patients ranged from 46 to 81 years with 5 females and 4 males and most of them presented with melaena. Three patients had abdominal pain and discomfort. The size of the tumours ranged from 2 to 5 cm and most of them were excised endoscopically. Huang et al. [1] report two cases wherein, despite the tumours being small (less than 3 cm), both patients were symptomatic with postprandial abdominal fullness and were treated with endoscopic excision. In our patient, the size of the lesion was 6 × 3 cm, which is the largest in comparison to the published reports. Endoscopic excision was unsuccessful due to the size of the lesion. Postoperative recovery was uneventful and on subsequent follow-up, her anaemia ameliorated and she did not suffer from any long-term complications.
Discussion
Duodenal lipoma is a relatively uncommon benign tumour of the gastrointestinal tract. A study by Mayo et al. [2] showed that out of 4,000 cases of benign gastrointestinal tumours, 164 (4%) were lipomas. The site most common was the colon (64%), followed by small intestine (26%), duodenum (4%), stomach (3%) and oesophagus (2%). In the duodenum, lipomas tend to be noted mostly in the second part and are most often situated in the submucosal plane, but can also be subserosal and can be sessile or pedunculated.
Duodenal lipomas are incidental diagnoses on endoscopy or surgery as they are asymptomatic. The occurrence of symptoms, if any, largely depends on the size of the lesion. Tumours greater than 4 cm can produce symptoms of abdominal pain and discomfort or cause hypochromic microcytic anaemia due to ulceration and bleeding, or intestinal obstruction due to intussusception [3] . Acute haemorrhage is a rare complication with fewer than 15 cases reported [4, 5] . Direct visualisation at endoscopy will provide a clue to the nature of the tumour, however, as duodenal lipomas are submucosal, superficial biopsies will not be sufficient and deeper biopsies will be needed to provide a definitive diagnosis. Imaging modalities such as CT scan and EUS have greatly improved the ability to characterise benign upper gastrointestinal tumours. CT scan of the upper gastrointestinal tract can fairly accurately facilitate the preoperative diagnosis of lipoma based on low attenuation signals of -50 to -100 Hounsfield units [6] . EUS features of a homogenous, hyperechoic mass within the submucosal layer are highly characteristic of duodenal lipomas and in addition, EUS can also visualise the depth and invasion [7] .
Symptomatic duodenal lipomas warrant treatment. The recommended treatment is endoscopic excision if the lesion is polypoid and of manageable size. For large and sessile lesions, endoscopic excision may prove technically difficult and increase the risk of bleeding and perforation [8] , thus surgical excision would be the preferred approach in such cases.
In conclusion, duodenal lipomas are uncommon benign tumours that can present with signs and symptoms of upper gastrointestinal bleeding. They can be suspected on endoscopic visualisation but may require CT or EUS for further evaluation. Endoscopic excision is the preferred treatment, but if the size of the lesion precludes endoscopy, surgical excision is the treatment of choice.
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